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All dissoses in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

THE OLYISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
WIAY 2 7 Tgngeglstmﬂon District No. . &fé

v Primary Registration District No.

59-017195

STATE FILE Numaf§ -
Registmr': No.. ™ __/ ______________

1. PLACE OF DEATH

a. coumvog zZ y

2. USUAL RESIDENCE (Where daceased lived.

If institution: Resldence before

a. STATE a ~b. COUNTY E z" "‘"/"’"

b. CITY (If outsids corporate limits, give TOWNSHIP anly) | inside Limits . CITY 1 Limits
OR Yes [] Mo [ TgﬁN W_ Y.:E No [&™
. FULL NAME OF (I NOT in hospiral, give location) | Length of say in 1b 0z d STREET (If outside, give location) Reside on Form
INSTITUTION JE Bpate %f% Z H B . I E. Yes [FNo ]
3 WAE OF DECEASED Firsl 7 Middle Last 4. 03;’5 A(oﬁh Day Year
ALBERT N AANDLEMAN | oo 87 14 /95%
5. SEX 6. COLOR OR RACE| 7.\ armieofdhever marmieo[”]| & DATE OF BIRTH 9. AGE (n yuars ::‘r:ﬂsngxm IF UNDER 24 KES,
o O Ao / woowen[] owvorceo[J| *7= ) ']...[ts’[ ! 27 l

100. USUAL OCCUPATION {Give kind of work done
durigg most of wurkil!y lite, even if retired)

10b. KIND OF BUSINESS OR

INDUSTRY ﬂ

11. BIRTHPLACE {City and stats or counrry)

Patlod ¢2- 2o

0

12. CITIZEN OF WHAT COUNTRY?

94 S

13b. MOTHER®S MAIDEN NAME

Brnp o Hha g

4. NAME OF HUSBAND OR WIFE

ol B

5. WAS DECEASED EVER IN U. §. ARMED FORCES? 16.

SOCIAL SECURITY KO,

(Yes, no, or unkmawn)] {If yes, give wor or dates of service) a
18, CAUSE OF DEATH {Enter only one :uuse per line for {g}, (b), and (¢).) NTERVAL BETWEEN
PART |. DEATH WAS CAUSED B ONSET AND DEATH
IMMEDIATE CAUSE (a) Cardigc failure . 5 days
Conditions, if any, . DUE TO (b) Hypertrophic emphysema 6 mos,.
which gave riga 1o
cbove couss (a),
stoting the under. } Chronic bronchiectasis 1 year
5 lying couse lost. DUE TO (c)
=4 PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the terminal dlsesase condition given in PART I (a) 19. WAS AUTOPSY o
x — PERFORMED?
R 5 R YES[ ] NO[]
5 | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
W
5 o O ]
Ul 20c. TIME QOF .Hour ‘Menth, Day, Year
1 INJURY a.m.
% T p.m
20d. INJURY OCCUHRED 20e. PLACE OF INJURY (e.g., inor about home,| 20f. CITY, TOWN, OR LOCATION COUNRTY STATE
WHIL E AT WILE farm, factory, street, office bldg., etc.) .
WORK
20. | attended the deceased from MBY 4 1959 Lo May Ly 1959 diow ﬁuﬁ alivesn  May- 14, 1959
Death occurref 63’30‘ ™M m on the date stated above; and to the best of my knowledge, from the cavsas stoted.
. 2. | 22b. ADDRESS 22¢. DATE SIGNED
Buffalo, Missouri 5/19/59

23a. BURIAL, CREMATION,} 23b. DATE

EMOVAL (Spoc i -
fLcer 3-17-/95%
24. FUNERAL DIRECTOR ADDRESS

23c. NAME OF CEMETERY OR CREMATORY

Lzeein,

23d. LOCATION (Ciry, town, or county)

Cap .

gy *

{State}

25. DATE RECD. BY LOCAL REG.

BEYAI Y w4

ISTRAR'S sf&NATune

Méz;.

(ffunud Embalmer's Stabument an Réverse Slde)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by .............. M ..................................................................... , Student Embalmer No. ..... V ..........

working under my personal supervision.

Student ....oocviiiiniiiinnn et ieaserarerasieasreeaiasranes
Signature of Student Embalmer

i ° Licensed Embalmer Noaﬁ-’

" P. O. Address ﬁ‘%&@-—m

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




